non-specific symptoms rather than the physical signs of lifethreatening illness that are traditionally taught in medical schools. Recognition of these non-specific symptoms by doctors depends more on obtaining a careful history from the parents than on physical examination. Few parents, too, seem to have appreciated the importance of unusual drowsiness, irritability, excessive crying, an altered character to the cry, or being off feeds, either in isolation or as markers of deterioration in children with respiratory or gastrointestinal illnesses.
We are not suggesting that all the children who had major symptoms should have been referred to hospital or that they would have benefited from the earlier prescription of drugs. Indeed, as drug treatment is rarely indicated for respiratory illnesses and gastroenteritis at this age, it might be counterproductive, giving false reassurance to parents so that they might delay recalling the doctor despite the child's evident deterioration. It seems essential, however, that any child with non-specific symptoms-which may be the only evidence of developing meningitis or septicaemia-should be kept under close review. If home circumstances are satisfactory, if the parents can be relied on to call for further help at the first sign of deterioration (such signs having been clearly explained to them), and if the primary care team can undertake close supervision then continued observation of the child at home will often be appropriate. We are still investigating how far these conditions are not being fulfilled and which are the crucial deficiencies in the use and provision of health services for acutely ill young children. A definition of which children would be safer under observation in hospital is needed but not yet clear. Closer analysis of the data and comparisons between the histories given by the parents, family doctor, and health visitor may establish that non-specific symptoms should determine when hospital referral becomes appropriate, especially if there is already evidence of respiratory illness or gastroenteritis.
The construction and use of a clinical classification of deaths occurring unexpectedly at home is only one step towards understanding a complex medical and social problem that almost certainly needs several different solutions. A later stage of the study will be to try to match the histories with the histology, so that we can interpret more precisely the importance of minor pathological changes, especially when the fatal process may have proceeded too rapidly for major tissue changes to have developed. Comparing pathological findings with the symptoms elicited may also help to indicate cases in which the observation or history was inadequate.
Once those children dying of inadequately recognised illness have been identified it should be possible to define the epidemiological characteristics of children who die unexpectedly despite appearing to be well. This is a crucial step before prospective investigations of cardiac, respiratory, neurological, and other physiological mechanisms of death can be undertaken in manageable numbers of children.
Such fundamental research is a long-term commitment. The preliminary results of this study show that a large proportion of deaths might be prevented now if existing knowledge were better applied. There is an urgent need to improve the recognition by both doctors and parents of non-specific symptoms as markers of severe illness in young children and their understanding of the necessity for rapid and appropriate action. 
Introduction
Many studies of cases of hyponatraemia have been reported, some of which have been concerned with the so-called syndrome of inappropriate antidiuretic hormone secretion.1-4 We report here an investigation into the incidence of severe hyponatraemia in an adult hospital population, the relative frequency of different causes, and the clinical importance of the condition. We have also assessed the clinical value of analyses of urine and blood in distinguishing the causes.
Methods
We were informed by the laboratory of all patients aged over 14 years with a plasma sodium concentration of under 125 mmol(mEq)/l. Patients were assessed clinically by one of us (PK or DM), with particular reference to the state of hydration, possible symptoms attributable to hyponatraemia, and the probable cause of the condition. Results of biochemical investigations were not received in many cases owing to administrative problems. But there was no apparent selection, and we do not believe that this invalidates our conclusions. The investigations proved unhelpful in differentiating the causes of hyponatraemia. The figure shows that urinary sodium concentrations and osmolality values overlapped considerably between groups divided arbitrarily according to whether the hyponatraemia had a "dilutional" or "depletional" cause. Similar comparisons using plasma :urine ratios and combinations of creatinine, sodium, potassium, magnesium, and calcium concentrations and osmolality showed a similar scatter. Only one of the patients with diuretic-induced hyponatraemia had a plasma potassium concentration under 3 0 mmol'l.
Discussion
Although all patients with a plasma sodium concentration below 125 mmol/l probably have symptoms,6 hyponatraemia is rarely diagnosed on clinical grounds, and most of the initial blood tests in our series were routine. The true prevalence of severe hyponatraemia in an adult inpatient population may well be much greater than our data suggest. Two-fifths of our cases were iatrogenic. At least half of the cases studied by Arieff et a16 were iatrogenic, though their group of patients was more selected than ours. Theoretically hyponatraemia should be less of a problem with "loop" diuretics than with thiazides. Of our cases, five were associated with frusemide treatment and eight with thiazides; some patients in both groups were also receiving potassium-retaining diuretics. The help of the staff of the department of chemical pathology and the co-operation of our clinical colleagues are much appreciated.
